Background {#Sec1}
==========

Population ageing in China is projected to increase significantly over the next few decades. According to the United Nations (UN) Population Division 2015 report, currently 15% of the Chinese population is aged 60 years and over and this is expected to increase to 25% by 2030 \[[@CR1]\]. By 2050 this number is projected to reach 36% of 1.35 billion people, with life expectancy of 82.5 years \[[@CR1]\]. The implications of population change and longevity include the rise in non-communicable diseases and subsequent increases of health care needs. These trends present major challenges to the social and health systems to enable older persons to maintain their independence and overall quality of life \[[@CR2], [@CR3]\].

Along with sizeable increases in Gross Domestic Product in China in recent decades, income inequalities in large population areas and unequal economic development across the geographical divides are inevitable. Since the modern Chinese economic market reforms in 1978, development in Eastern coastal regions has flourished along with the Western Development Strategy (introduced in 1998), the Northeast Areas Revitalization Plan (2003), and the Rise of the Central China Plan (2009) \[[@CR4]--[@CR6]\]. The Chinese government also began the implementation of medical and health system reform in 2009 targeting universal health coverage, national essential medicine, strengthening primary health care, and reform of public hospitals \[[@CR7]\]. The current national 13th Five-Year Plan (2016--2020) further highlights the need to further strengthening medical and healthcare services for the elderly \[[@CR8]\].

According to the National Bureau of Statistics of the China Statistical Yearbook 2016, per capita disposable income was highest in the Eastern region (30,655 yuan \~\$US4,610) followed by the Northeastern region (22,352 yuan \~\$US3,360), Central region (20,006 \~\$US3,010), and Western region (18,407 yuan \~\$US2,770) \[[@CR9]\]. Regional inequalities in wealth and economic development are accompanied by inequality in the distribution of health resources and access to health care services \[[@CR10]--[@CR12]\]. Disparities in life expectancy and health related quality of life have been observed across regions, with longer life expectancy and better health-related quality of life found for people in the more developed Eastern coastal provinces than other regions \[[@CR13], [@CR14]\] and in urban relative to rural areas \[[@CR15]--[@CR17]\].

Although there has been increasing evidence on health variation among older adults in China, little is known about the patterns of urban-rural disparities across main provinces. Since regions in China include both major cities and vast rural areas within the same province, differences could be due to rural disadvantage or disparity across provinces. In this paper, we investigate variations in health outcomes among provinces in China using data from a national representative survey of older adults and hypothesise that such inequalities exist between urban-rural areas within each province but the magnitude differs by geographical areas.

Methods {#Sec2}
=======

This study used data from the World Health Organization Study on global AGEing and adult health (SAGE) based on national representative samples of adults aged 50 years and older from a range of low and middle-income countries (China, Ghana, India, Mexico, Russian Federation and South Africa) \[[@CR18]\]. China individual data from the WHO SAGE Wave 1 were used for analyses (*n* = 13,175). WHO-SAGE adopted a multistage stratified cluster sample design had similar number of sites per province (4 urban and 4 rural sites each) according to geographic and socioeconomic levels. Four provinces were randomly selected from eastern, two from central and two from western areas (Shanghai, Zhejiang, Guangdong and Shandong; Hubei and Jilin; and, Yunnan and Shaanxi, respectively) \[[@CR19]\]. The [Appendix](#Sec8){ref-type="sec"} provides selected socio-demographic characteristics by provinces based on China Statistical Yearbook 2016 \[[@CR9]\].

Measures and covariates {#Sec3}
-----------------------

Two outcomes were of interest: self-rated overall health and functional limitations assessed using the WHO Disability Assessment Schedule 2.0 (WHODAS 2.0) composite measure. Self-rated overall health was dichotomised as poor ('very poor' or 'poor') or not poor ('moderate', 'good' or 'very good'). Poor self-rated overall health has been shown to correlate with mortality \[[@CR20]\] and is sensitive to cross-national differences among older adults \[[@CR21]\]. The second measure, WHODAS 2.0, covers six domains of functioning, including cognition, mobility, self-care, getting along, life activities, and community participation \[[@CR22]\]. Scores within each domain were summed to obtain an overall score ranging from 0 (no disability) to 100 (severe disability) and scores were dichotomised with values ≥25 defined as having some functional limitations \[[@CR23]\].

Potential covariates included those known or hypothesised to be associated with study outcomes: socio-demographic attributes (sex, age, years of education, and permanent income quintile). Permanent income was derived from a range of household assets and environmental factors (water, sanitation, cooking facilities) \[[@CR18]\]. The permanent income variable is therefore a reflection of income and asset accumulation over time and is a more stable measure than current income.

Health risk factors include current smoking (daily) and alcohol drinking (at least once a week), overweight or obesity (based on body mass index categories using Asian cut-offs) \[[@CR24]\], and number of chronic diseases including cardio-metabolic conditions (eg hypertension, diabetes, angina, stroke), arthritis, and depression. Health insurance status was classified according to whether respondents had insurance (mandatory, voluntary, or both) or did not have insurance.

Statistical analyses {#Sec4}
--------------------

The analyses were guided by the Directed Acyclic Graphs (DAGs) to describe the conceptual framework for the relationship between outcomes and potential covariates \[[@CR25]\]. Figure [1](#Fig1){ref-type="fig"} presents the analytical framework to investigate the relationship between geographical variations and health outcomes, taking into account potential covariates. Multivariable logistic regressions were used to analyse relationships between health outcomes (poor self-rated overall health and functional limitations), adjusting for potential covariates.Fig. 1Directed Acyclic Graph specifying conceptual framework for analyses

Province by location (urban versus rural) interaction terms were included in the models to investigate whether urban-rural differences in outcomes varied across provinces. We have generated estimates for urban/rural comparisons in each province using the main effects and interaction terms from the model. Population weights with post-stratification were applied to analyses using the survey command in Stata \[[@CR26]\]. Adjusted Odds Ratios (AOR) and 95% Confidence Intervals \[95% CI\] are presented.

Results {#Sec5}
=======

In the SAGE sample, Shanghai had the highest percentage of adults aged 70 years and older, and Jilin had the highest percentage aged 50--59 years (Table [1](#Tab1){ref-type="table"}). Females made up to approximately half of the sample. Over 65% of participants had more than 6 years of education across all the provinces with the highest proportions in urban areas, and the smallest difference was seen for Guangdong and Shaanxi. Across all the provinces, Shandong had the largest proportion of obesity (66% in urban areas vs 50% in rural areas). There were large disparities in smoking and alcohol drinking between urban and rural areas across provinces except for Shanghai.Table 1Distribution of selected sociodemographic and health indicators, WHO SAGE China Wave 1Percent distribution (%) by provinces and urban-rural areas^a^ShanghaiZhejiangGuangdongShandongJilinHubeiShaanxiYunnan(*n* = 1791)(*n* = 1463)(*n* = 1569)(*n* = 1929)(*n* = 1702)(*n* = 1451)(*n* = 1713)(*n* = 1557)UrbanRuralUrbanRuralUrbanRuralUrbanRuralUrbanRuralUrbanRuralUrbanRuralUrbanRuralSociodemographic indicator Age group  50--5954414652504853495554574952544855  60--6923272826292523292826223027293225  70+23322521212724221720212021162020 Sex  Female51525146514551514852525049505347 Years of education   ≥ 6 years93668266737293669267866777737968Health-related indicator Body mass index  Underweight (\< 18.5)3.32.44.5113.9120.71.40.32.83.83.33.66.83.66.0  Normal (18.5 to 23.5)37324346295615262733354435523352  Overweight (23.5 to 25.0)24222520231418223324222218172219  Obese (\> 25)36442723431866504040393044244122 Number of chronic conditions^b^  041454245496643493955435846584255  139323032323229323125342629273027  2+28222822191227193020231625152818 Health-risk behaviours  Smoking -- current22221732243315312227273328322435  Alcohol drinking -- current141419317.9297.820111415257.08.41120 Health outcomes  Poor self-rated health9.618111516186311326254021222121  Functional limitations4.77.8106.04.77.85.8205.6217.0181410718^a^ weighted % ^b^ Chronic conditions include cardio-metabolic conditions (eg hypertension, diabetes, angina, stroke), arthritis, depression

Hubei, Jilin, and Shandong had the worse rates of poor self-rated health and functional limitations for both males and females. Poor self-rated overall heath was most commonly reported in rural areas. The crude differences in poor self-rated overall health and functional limitations between urban and rural areas were remarkably large in Shandong and Hubei areas.

The multivariable results reported in Table [2](#Tab2){ref-type="table"} revealed that the odds of poorer health outcomes were higher for rural compared to urban residents for most provinces. The largest urban-rural differences in adverse health outcomes were in Shandong (AORs 6.32 for poor self-rated health \[95% Confidence Interval 4.53--8.82\] and 5.14 \[CI 3.55--7.44\] for functional limitations), followed by Jilin (AORs 2.71 \[CI 2.04--3.61\] and 4.72 \[CI 3.43--6.49\]), and Hubei (AORs 2.36 \[CI 1.82--3.07\] and 4.11 \[CI 2.80--6.04\]). There were moderate statistically significantly higher odds of poor self-rated health for rural compared to urban areas for Shanghai, Zhejiang, and Shaanxi (AORs between 1.5 and 2).Table 2Explaining geographic variations in adverse health outcomes using multivariable logistic regression analyses, WHO SAGE China Wave 1Explanatory variablesAdjusted Odds Ratios \[95% Confidence Interval\]Poor self-rated healthFunctional limitationsRural-urban interaction effects Rural Shanghai (*ref:* urban Shanghai)**1.82** \[1.31--2.52\]1.31 \[0.85--2.01\] Rural Zhejiang (*ref:* urban Zhejiang)**1.71** \[1.18--2.46\]0.69 \[0.45--1.09\] Rural Guangdong (*ref:* urban Guangdong)0.78 \[0.56--1.09\]**3.69** \[2.43--5.59\] Rural Shandong (*ref:* urban Shandong)**6.32** \[4.53--8.82\]**5.14** \[3.55--7.44\] Rural Jilin (*ref:* urban Jilin)**2.71** \[2.04--3.61\]**4.72** \[3.43--6.49\] Rural Hubei (*ref:* urban Hubei)**2.36** \[1.82--3.07\]**4.11** \[2.80--6.04\] Rural Shaanxi (*ref:* urban Shaanxi)**1.55** \[1.17--2.06\]1.33 \[0.93--1.90\] Rural Yunnan (*ref:* urban Yunnan)0.97 \[0.73--1.29\]**1.88** \[1.29--2.74\]Sociodemographic attributes Age groups in year  50--59*ReferenceReference*  60--691.07 \[0.94--1.23\]**1.61** \[1.33--1.96\]  70+**1.41** \[1.22--1.63\]**5.25** \[4.34--6.35\] Sex  Male*ReferenceReference*  Female**1.26** \[1.10--1.45\]1.14 \[0.97--1.34\] Years of education   \< 6 years*ReferenceReference*   ≥ 6 years1.11 \[0.98--1.26\]0.80 \[0.68--0.95\] Permanent income quintiles  Quintile 1 (lowest)**2.76** \[2.18--3.49\]**2.88** \[2.09--3.97\]  Quintile 2**1.98** \[1.58--2.49\]**2.06** \[1.49--2.85\]  Quintile 3**1.71** \[1.37--2.14\]**1.83** \[1.34--2.49\]  Quintile 4**1.49** \[1.20--1.86\]**1.62** \[1.20--2.18\]  Quintile 5 (highest)*ReferenceReference*Health covariates Health insurance  Mandatory and/or voluntary*ReferenceReference*  No insurance**1.22** \[1.01--1.49\]**1.36** \[1.06--1.76\] Body mass index  Underweight (\< 18.5)**1.41** \[1.12--1.82\]1.16 \[0.84--1.61\]  Normal (18.5 to 23.5)*ReferenceReference*  Overweight (23.5 to 25.0)0.92 \[0.79--1.07\]0.97 \[0.80--1.19\]  Obese (\> 25)**0.68** \[0.59--0.79\]**1.21** \[1.02--1.43\] Number of chronic diseases  0*ReferenceReference*  1**2.47** \[2.16--2.83\]**1.74** \[1.46--2.08\]  2+**4.80** \[4.13--5.58\]**3.34** \[2.81--3.96\] Smoking  No*ReferenceReference*  Yes1.06 \[0.89--1.24\]**0.79** \[0.64--0.97\] Drinking  No*ReferenceReference*  Yes**0.74** \[0.61--0.89\]**0.51** \[0.39--0.66\]Boldface values signify *p* \< 0.05

Notably, a different pattern of urban-rural differences for functional limitations than for self-rated health was seen in Guangdong where the odds of poorer functional limitations for those living in rural areas was almost four times that of urban areas, but no statistically significant difference was observed for poor self-rated health. Covariates significantly associated with both adverse health outcomes were older age, poor income, no health insurance, and increasing number of chronic diseases. We undertook sensitivity analyses using different definitions for the two outcomes (see [Appendix](#Sec8){ref-type="sec"}). Notably, compared to urban Shandong, rural Shandong remains with the largest disparity on (poor or very poor) self-rated health and functional limitations, followed by Jilin and Hubei. These findings were similar to the analyses reported in the main manuscript.

Discussion {#Sec6}
==========

We found geographical variations in health not only between regions but also systematic differences by urban and rural areas, and with an interaction between these two geographical measures. Poorer health in most provinces is exacerbated for those in rural areas, highlighting the increased need for more health promotion and better health services outside of major cities. However, separate to the effect of rurality, health status among older persons was generally better in the Eastern region (Shanghai, Zhejiang, Guangdong and Shandong) compared to the Central and Western areas. Disparities between urban and rural areas varied across provinces. Notably, Shandong, which is in the Eastern region, and the two Central provinces (Jilin and Hubei) had the most pronounced adverse outcomes overall but also the greatest differences between urban and rural areas.

Other studies also reported that rural residents are subject to the double disadvantage of limited economic development and challenges of high risk factors (eg smoking), more chronic conditions (including chronic lower respiratory disease as well as stomach and liver cancers) and poorer access to health care \[[@CR27]--[@CR30]\]. These disparities warrant policy attention because older people in China live outside of megacities, with rural-urban migration of younger people contributing to acceleration of population ageing in rural areas. The health needs of older people may be left behind as development concentrates in cities in the more developed regions. Consequently, a large proportion of China's older population, who will have high levels of comorbidity and need care and assistance with daily living, will be living in rural areas where health and social care is less readily accessible.

Our study demonstrated similar patterns of geographical variations as other national data in China. A cross-sectional study based on the Chinese National Health Services Survey 2008 using another health related quality of life measure (EQ-5D) reported worse outcomes in rural compared to urban residents across all regions, but disparities were more profound in Eastern areas \[[@CR14]\]. The Chinese Health and Retirement Longitudinal Study and the Chinese Longitudinal Healthy Longevity Survey also both found substantial differences in health outcomes across provinces among older adults \[[@CR31], [@CR32]\]. Similar disparities in Shandong were also reported in another study noting that Shandong has the weakest social security and state influence, which could have an impact on the urban-rural inequalities in health \[[@CR32]\].

Since 2011, China has made significant progress towards universal health coverage with basic medical insurance covering over 90% of urban residents and the new cooperative medical care enrolled over 95% of rural residents \[[@CR33]\]. However, not having health insurance was associated with both adverse health outcomes in our study albeit vastly different levels of health insurance coverage. Basic medical insurance for urban residents and the new cooperative medical care has had a strong influence on health care utilisation of older Chinese \[[@CR34]--[@CR36]\]. Despite the high insurance coverage, urban-rural disparity in access to health services was associated with poor health outcomes among older adults and the role of health insurance is particularly important for households requiring inpatient hospital care \[[@CR12], [@CR19]\]. Besides differences in health insurance status, inequality in the distribution of health resources disfavouring rural areas has been noted in the literature \[[@CR2], [@CR10]\]. However, these health system factors were beyond the scope of our study and we are unable to control for these factors other than by the urban-rural classification.

Some findings on health covariates require further interpretation in relation to other international literature. For example, there were markedly different relationships between body mass index and self-rated health across East Asian countries -- excess body mass index was negatively associated with poor self-rated health in China, however the reverse relationship was seen in Japan and South Korea \[[@CR37]\]. Our findings of females reporting worse self-rated health were generally supported by other international studies \[[@CR38]\], however, it is worth noting that there was a lower proportion of females in some rural areas in our study (Zhejiang, Guangdong, and Yunnan). There was also a smaller proportion of older females who smoke or consume alcohol in this dataset hence health promotion initiatives should take into account gender specific risk behaviours.

The strengths of our study include the WHO SAGE data, which are nationwide representative samples of older adults across key regions with comprehensive demographic and health information. Another feature of the data is the possibility of cross-country comparisons (in addition to China, other low and middle-income countries include Ghana, India, Mexico, Russian Federation and South Africa). Because our analyses are based on cross-sectional data, caution should be used on causal interpretation of the findings. Future comparative longitudinal evidence will be invaluable in monitoring overall health trends and inequalities among older populations. A number of determinants of health were not included in this study, for example, health inequalities are magnified by environmental conditions such as indoor and outdoor air pollution in China \[[@CR39]\]. Differential health impacts on older adults across geographical areas could be a topic for future research employing spatial methods.

Conclusion {#Sec7}
==========

Our study enhances the understanding of geographical variations in health outcomes among older Chinese revealing substantial disparities between urban and rural areas observed in both the well-developed areas (eg Shandong) and also the lower end of the economic spectrum (eg Hubei and Jilin). With rapid population ageing in China over the next few decades, it will be important to monitor the impacts of social and health policy at the national level but also by geographical areas. Designing appropriate social and health care policy should take into account geographical differences, for example, sources of support for rural persons may differ from those of urban areas and these can change substantially post retirement \[[@CR40]\]. Gender-specific health interventions and targeted healthcare policies could minimise adverse health outcomes in later life.

Appendix {#Sec8}
========

Table 3Selected socio-demographic indicators by provinces, 2015IndicatorsShanghaiZhejiangGuangdongShandongJilinHubeiShaanxiYunnanPopulation (10,000 persons)2,4155,53910,8499,8472,7535,8523,6644,742Male: female ratio (female=100)108.4107.4113.5104.5102.0104.1107.5105.0Percent of population in urban areas87.665.868.757.055.356.855.043.3Average family size (persons/household)2.462.693.232.882.923.053.083.49Dependency ratio (% of 0-14 and 65+/15-64 years)28.531.930.538.929.735.932.038.0Percent illiterate population aged 15 and over3.125.872.906.652.615.962.989.53Per Capita Gross Regional Product (yuan)10379677644675036416851086506543491928806Per Capita Household Consumption Expenditure3478424117209761457813764143161172911005Number of community health service centres3064671078513203342219171Number of inpatients (100 million person-times)2.585.307.866.151.023.481.250.46Number of inpatients (10,000 persons)335791144215223411108381749Source: China Statistical Yearbook 2016, National Bureau of Statistics of China

Table 4Geographic variations in self-rated health (comparing binary and multinomial outcomes), WHO SAGE China Wave 1Explanatory variablesLogistic AOR \[95% CI\]\
Moderate/good/very good (Ref)Multinomial AOR \[95% CI\]\
Good/very good (Reference)Poor/very poor (21.4%) vs ReferencePoor/very poor (21.4%) vs ReferenceModerate (44.6%) vs ReferenceRural-urban interaction effects Rural Shanghai (*ref:* urban)**1.82** \[1.31-2.52\]**1.81** \[1.25-2.62\]0.95 \[0.75-1.20\] Rural Zhejiang (*ref:* urban)**1.71** \[1.18-2.46\]**1.66** \[1.08-2.55\]0.98 \[0.76-1.27\] Rural Guangdong (*ref:* urban)0.78 \[0.56-1.09\]**0.61** \[0.41-0.92\]**0.44** \[0.33-0.59\] Rural Shandong (*ref:* urban)**6.32** \[4.53-8.82\]**7.23** \[4.87-10.8\]**1.20** \[0.95-1.53\] Rural Jilin (*ref:* urban)**2.71** \[2.04-3.61\]**3.80** \[2.65-5.45\]**1.49** \[1.16-1.92\] Rural Hubei (*ref:* urban)**2.36** \[1.82-3.07\]**2.78** \[1.97-3.93\]1.02 \[0.76-1.37\] Rural Shaanxi (*ref:* urban)**1.55** \[1.17-2.06\]1.25 \[0.66-1.39\]**0.62** \[0.47-0.83\] Rural Yunnan (*ref:* urban)0.97 \[0.73-1.29\]0.96 \[1.25-2.63\]0.90 \[0.67-1.20\]Sociodemographic attributes Age groups in year  50-59*ReferenceReferenceReference*  60-691.07 \[0.94-1.23\]1.10 \[0.93-1.30\]**1.14** \[1.01-1.28\]  70+**1.41** \[1.22-1.63\]**1.76** \[1.47-2.12\]**1.51** \[1.32-1.73\] Sex  Male*ReferenceReferenceReference*  Female**1.26** \[1.10-1.45\]**1.23** \[1.03-1.46\]**1.11** \[0.98-1.25\] Years of education  \<6 years*ReferenceReferenceReference*  ≥6 years1.11 \[0.98-1.26\]1.05 \[0.89-1.24\]0.99 \[0.88-1.12\] Permanent income quintiles  Quintile 1 (lowest)**2.76** \[2.18-3.49\]**4.48** \[3.37-5.97\]**1.88** \[1.55-2.29\]  Quintile 2**1.98** \[1.58-2.49\]**2.51** \[1.91-3.30\]**1.38** \[1.15-1.65\]  Quintile 3**1.71** \[1.37-2.14\]**2.11** \[1.62-2.76\]**1.42** \[1.17-1.69\]  Quintile 4**1.49** \[1.20-1.86\]**1.68** \[1.30-2.19\]**1.21** \[1.04-1.42\]  Quintile 5 (highest)*ReferenceReferenceReference*Health covariates Health insurance  Mandatory and/or voluntary*ReferenceReferenceReference*  No insurance**1.22** \[1.01-1.49\]1.15 \[0.88-1.50\]0.93 \[0.77-1.01\] Body mass index  Underweight (\<18.5)**1.41** \[1.12-1.82\]1.36 \[0.98-1.88\]1.09 \[0.84-1.42\]  Normal (18.5 to 23.5)*ReferenceReferenceReference*  Overweight (23.5 to 25.0)0.92 \[0.79-1.07\]**0.82** \[0.68-0.99\]0.90 \[0.79-1.03\]  Obese (\>25)**0.68** \[0.59-0.79\]**0.69** \[0.58-0.82\]**0.89** \[0.79-1.01\] Number of chronic diseases  0*ReferenceReferenceReference*  1**2.47** \[2.16-2.83\]**3.78** \[3.20-4.46\]**2.05** \[1.83-2.31\]  2+**4.80** \[4.13-5.58\]**12.7** \[10.3-15.7\]**3.46** \[2.96-4.06\] Smoking  No*ReferenceReferenceReference*  Yes1.06 \[0.89-1.24\]**0.92** \[0.75-1.13\]0.88 \[0.77-1.01\] Drinking  No*ReferenceReferenceReference*  Yes**0.74** \[0.61-0.89\]**0.62** \[0.50-0.77\]**0.82** \[0.70-0.94\]Boldface values signify *p* \< 0.05

Table 5Geographic variations in functional limitations (comparing two cut-offs) WHO SAGE China Wave 1Explanatory variablesLogistic AOR \[95% CI\] based on WHO DAS scoresScores≥25 (12.5%)\
Moderate and overScores≥12.5 (25.3%)\
MinorRural vs Urban (reference) Interaction effects  Shanghai (ref: urban)1.31 \[0.85-2.01\]**1.99** \[1.43-2.77\]  Zhejiang (ref: urban)0.69 \[0.45-1.09\]**0.66** \[0.47-0.90\]  Guangdong (ref: urban)**3.69** \[2.43-5.59\]**3.57** \[2.58-4.94\]  Shandong (ref: urban)**5.14** \[3.55-7.44\]**7.75** \[5.78-10.4\]  Jilin (ref: urban)**4.72** \[3.43-6.49\]**5.81** \[4.51-7.49\]  Hubei (ref: urban)**4.11** \[2.80-6.04\]**5.14** \[3.84-6.89\]  Shaanxi (ref: urban)1.33 \[0.93-1.90\]0.76 \[0.58-1.00\]  Yunnan(ref: urban)**1.88** \[1.29-2.74\]**1.78** \[1.29-2.47\]Sociodemographic attributes Age groups in year  50-59*ReferenceReference*  60-69**1.61** \[1.33-1.96\]**1.55** \[1.35-1.78\]  70+**5.25** \[4.34-6.35\]**4.97** \[4.30-5.73\] Sex  Male*ReferenceReference*  Female1.14 \[0.97-1.34\]**1.37** \[1.20-1.57\] Years of education  \<6 years*ReferenceReference*  ≥6 years**0.80** \[0.68-0.95\]**0.88** \[0.77-0.99\] Permanent income quintiles  Quintile 1 (lowest)**2.88** \[2.09-3.97\]**2.69** \[2.09-3.97\]  Quintile 2**2.06** \[1.49-2.85\]**1.73** \[1.37-2.18\]  Quintile 3**1.83** \[1.34-2.49\]**1.48** \[1.18-1.85\]  Quintile 4**1.62** \[1.20-2.18\]**1.44** \[1.16-1.79\]  Quintile 5 (highest)*ReferenceReference*Health covariates Health insurance  Mandatory and/or voluntary*ReferenceReference*  No insurance**1.36** \[1.06-1.76\]1.17 \[0.96-1.42\] Body mass index  Underweight (\<18.5)1.16 \[0.84-1.61\]**1.41** \[1.09-1.83\]  Normal (18.5 to 23.5)*ReferenceReference*  Overweight (23.5 to 25.0)0.97 \[0.80-1.19\]0.89 \[0.77-1.04\]  Obese (\>25)**1.21** \[1.02-1.43\]1.05 \[0.92-1.21\] Number of chronic diseases  0*ReferenceReference*  1**1.74** \[1.46-2.08\]**1.74** \[1.52-1.99\]  2+**3.34** \[2.81-3.96\]**3.86** \[3.33-4.47\] Smoking  No*ReferenceReference*  Yes**0.79** \[0.64-0.97\]**0.87** \[0.74-1.02\] Drinking  No*ReferenceReference*  Yes**0.51** \[0.39-0.66\]**0.68** \[0.57-0.81\]Boldface values signify *p* \< 0.05

AOR

:   Adjusted odds ratio

CI

:   Confidence interval

SAGE

:   Study on global ageing and adult health

WHO

:   Disability Assessment Schedule 2.0 (WHODAS 2.0)
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